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Abstract

Mile Square Health Center (MSHC), a network of Federally Qualified Health Centers (FQHCs) 

run by the University of Illinois Hospital (UIH) in Chicago, established Drive-Thru and Walk-Up 

COVID-19 testing sites. The primary aim of the UIH/MSHC testing project was to increase testing 

capacity in the most affected, racial/ethnic minority communities. More than 7,500 tests were 

performed over a six-month period. Half of those who were tested were Black and Latinx 

residents. The majority of those tested at the Walk-Up sites were Black, while “Other” race group 

tended to get tested in Drive Thru testing sites. Latinx residents had the highest positivity rate, 

followed by Other race group. Younger age groups were more likely to have higher positivity 

rates. Overall, UH/MSHC testing results reflected the overall Chicago COVID-19 testing results. 

Our findings substantiate the need to advocate for equitable resource allocation to counter the 

disproportionate burden of COVID-19 infection among minority communities. FQHCs were 

shown to be an effective approach to reduce structural barriers to COVID-19 testing and 

subsequently reduce disparities. Going forward, FQHCs can be key to ensuring COVID-19 

vaccine outreach and dissemination.
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1. Introduction

Since the beginning of the COVID-19 pandemic, testing has been one of the most important 

tools to mitigate infection transmission.1 As of August 15, 2020, the United States (US) had 

the most COVID-19 cases in the world, with more than 5 million confirmed cases and 

160,000 deaths.2, 3 In Illinois, there were over 166,000 confirmed cases and 7,367 deaths4 

by mid-August. Particularly, Chicago was one of the first metropolitan cities to have 

reported COVID-19 and continues to have a high rate of confirmed cases and deaths in 

Illinois, representing over 45% of Illinois cases and deaths.4

Reliable testing and rapid turnaround for results are critical to quickly identify and isolate 

infected individuals, effectively interrupting potential transmission.1 Although testing has 

become a hotly contested issue in the political arena and the general public, public health 

consensus is that adequate testing capacity is crucial to curb the pandemic.1, 5 Despite issues 

in the early days of the pandemic, daily testing numbers have increased dramatically.3 

Currently in Illinois over 3 million tests are performed daily, averaging 2.9 million tests per 

day since early August.4

As the country prepares for reopening, there is an increased need for sufficient access to 

testing. In particular, access to testing in minority communities has been shown to be less 

than optimal.6, 7 As a result, strategies to address racial/ethnic disparities in COVID-19 

require including expanding testing in minority communities, which are most affected by the 

pandemic.

1.1. COVID-19 Testing and Racial/Ethnic minorities

Within the United States, there has been no federal level testing standardization available, 

which has made it difficult for local governments to establish effective testing protocols.6 In 

countries such as South Korea and Taiwan, efficient and organized testing programs using 

networks of drive-through testing facilities combined with contact tracing efforts have 

shown to be remarkably effective in containing COVID-19 transmission.8 For example, in 

mid-March, 2020, South Korea had a testing rate of 5,200 per million individuals, while the 

testing rate in the U.S. was at 74 per million individuals.8 Such effective early testing 

response made swift case identification, isolation, and contact tracing possible, resulting in 

successful national level mitigation, while the testing shortages in the US had led to an 

explosion of cases.9

Additionally, the distribution of testing kits and testing sites are managed by state and local 

agencies, which could contribute to suboptimal allocations of resources and testing sites.1 

While the availability of COVID-19 testing has continued to improve, testing sites are still 

relatively inaccessible for minority communities in many parts of the US cities.7, 10 It has 

been well documented that the COVID-19 infection and death rates are higher for racial/
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ethnic minority communities.11 Reports showed that 70% of the first 100 people who died 

due to COVID-19 in Chicago were African American.12

Currently, over 3 million tests are performed daily in Illinois4 but detailed demographic data 

on those who took the test and those who tested positive at the individual level are 

unavailable. Aggregate data available from the Chicago Department of Public Health 

(CDPH) show that racial/ethnic distributions of COVID-19 infection and deaths in Chicago 

have changed over time. During the early pandemic period, African Americans represented 

over 50% of COVID-19 cases, followed by Whites and Latinx. However, the trend began to 

shift; Latinx cases exceeded White cases by mid-April and continued to increase.13 Now, 

Latinx account for 48% and African Americans account for 30% of Chicago’s confirmed 

cases. And yet, residents living in poorer or immigrant communities are less likely to be 

tested, in part due to the lack of testing sites within their communities.11

Furthermore, the risk of COVID-19 related deaths is significantly higher for minority 

groups.13 While there is no evidence showing that certain race/ethnicity groups have a 

greater biological mortality risk of COVID-19, existing structural inequality increases these 

communities’ vulnerabilities to COVID-19.14 A higher prevalence of underlying medical 

conditions, including obesity, hypertension, and heart disease,10 among minorities with 

economic disadvantage exacerbates the risk of resulting in poor COVID-19 outcomes.15

1.2. Factors for Exposure to COVID-19

Social distancing orders, such as maintaining six feet distance and avoiding crowded places, 

have shown to be an effective public health mitigation policy.16 In Illinois, shelter in place 

executive orders were issued on March 20th, which effectively brought the infection down. 

The number of weekly new cases has steadily decreased since the first week of May from 

over 17,000 new cases per week to just over 4,000 cases per week by the third week of June.
13

And yet, not everyone can benefit from these public health interventions. Individuals living 

in crowded housing may have difficulty safely staying at home or social distancing with 

family members who may have exposed to COVID-19.17 Indeed, Latinx and Black 

households are more likely to live in crowded housing conditions compared to Whites.18

In addition, “essential workers” are required to continue working during the pandemic. 

Although the Centers for Disease Control and Prevention (CDC) released guidelines for 

essential work settings in April, the CDC recommendations19 were not mandated by the 

federal government. Essential work includes primarily low-wage service jobs with the 

majority of essential workers being racial/ethnic minorities.20 This contributes to increased 

exposure to COVID-19 among these communities.

Furthermore, for the Latinx community, in particular, immigration status is another major 

factor in choosing to get tested. Undocumented immigrants may avoid seeking care or 

testing for fear of deportation.10 Even documented immigrants may also refuse to seek care, 

even with apparent symptoms, because of concerns around the public charge rule affecting 

their citizenship application.21 Federally Qualified Health Centers (FQHCs) provide primary 
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care services to underserved populations, without requiring immigration status.10 However, 

even with FQHCs, immigration status affects how people access and utilize COVID-19 

testing and necessary healthcare.22

The aim of this study is to describe how a university-based FQHC system addressed 

disparities in testing in Chicago that contributed to reducing racial/ethnic inequality in 

access to COVID-19 testing. In this paper, we discuss how outpatient testing facilities 

throughout the University of Illinois Hospital (UIH) and its associated FQHC, Mile Square 

Health Center (MSHC) which is UIH supported, contributed to a substantial increase in 

COVID-19 testing in the most affected Chicago Community Areas (CCAs). We further 

consider the significant role of FQHCs in providing primary care including testing and 

vaccination to underserved populations, which has become clear during the COVID-19 

pandemic.

2. Methods

The MSHC has provided quality health care services to underserved residents of the 

Chicagoland area for over 50 years.23 MSHC is made up of 14 practice sites, including six 

community clinics and seven school-based clinics in Chicagoland, and a community clinic 

in Rockford. Since the beginning of the pandemic, MSHC has implemented COVID-19 

guidelines from the CDC and the Chicago Department of Public Health (CDPH) to test, treat 

and prevent transmission of COVID-19. Since March 28th, the City of Chicago reported a 

daily number of confirmed COVID-19 cases and deaths in the city.24 Very quickly, the 

MSHC team recognized that the high-risk community areas on the West and South sides of 

Chicago, which are predominantly minority and economically disadvantaged 

neighborhoods, were disproportionately affected by COVID infection.25 Such racial 

disparities in the confirmed COVID-19 cases, as well as deaths, have been observed 

nationally.26 Locally, COVID-19 has disproportionately affected highly segregated minority 

community areas on the West and South Side of Chicago.27 In response to address 

disparities in COVID-19 infection and deaths, MSHC prioritized its effort in the city’s “high 

risk” communities, where nearly all MSHC clinics are located.

One of the MSHC COVID-19 response efforts was establishing testing capacity in these 

most affected community areas. UIH and MSHC began to set up an outpatient testing 

response, inclusive of Drive Through as well as Walk-Up testing capability in March of 

2020, being one of the first COVID-19 testing locations in Chicago. The primary aim of 

MSHC testing sites was to establish testing capacity in the most affected, predominantly 

African American and Latinx communities in the city. The UIH/MSHC testing sites were 

available to anyone wanting to get tested regardless of insurance status or ability to pay.

The MSHC testing sites have collaborated with other FQHCs to coordinate the City’s testing 

access efforts. Equally importantly, the UIH/MSHC multidisciplinary team, including UIH 

physicians, emergency medicine, ambulatory care, primary care, and public health 

individuals, helped establish COVID-19 testing sites throughout the city. UIH/MSHC’s rapid 

response to COVID-19 received funding supports from multiple sources, including 

Coronavirus Aid, Relief, and Economic Security (CARES) ACT.
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On March 27, the first testing site was launched in the parking lot of the MSHC Main clinic, 

located on Chicago’s West Side and vicinity of UIH. Over the first three days of opening the 

MSHC Main testing site, we implemented the Plan-Do-Study-Act (PDSA) model to guide 

our efforts to quickly plan and implement, evaluate work done, and modify real-time. 

Following the PDSA model, rapid modifications were made to the original strategies based 

on the initial experiences of implementing the testing launch. Two drive-thru sites, in the 

Near West side and South West side, opened by April 2020. In addition, six walk-up testing 

sites were incorporated to mitigate limitations for testing due to transportation access. After 

the launch of a testing site on the west side, MSHC collaborated with community 

stakeholders on the south side, where another COVID-19 infection has been clustered. 

MSHC engaged local politicians and small businesses in South Shore, which had one of the 

highest COVID-19 death rates. Utilizing the PDSA approach, MSHC subsequently launched 

another testing site for the Near West side and the southwest side, with predominantly 

Latinx communities.

3. Results

Between March 24 and August 31, 2020, a total of 7,523 tests were performed at the UIH/

MSHC testing sites, including 5,289 tests at the Drive-Thru sites and 2,234 tests at the 

MSHC Walk-Up sites (Table 1). Figure 1 shows the UIH/MSHC testing sites throughout the 

city of Chicago. Walk-Up sites showed a slightly higher positive rate, an overall 19.3% of 

tests being COVID positive, compared with an 18.1% positive rate for the Drive-Thru site. 

There was large variability in the positivity rates among Walk-Up testing sites, however. 

Cicero site which is located in predominantly Hispanic communities had the highest 

positivity rate, followed by the Urgent Care site located by the UI hospital campus. The 

Englewood site located in predominantly Black communities on the south side of the city 

had a 15.5% positivity rate.

Figure 2 depicts the spatial distribution of the number of tests conducted and % positivity. 

Overall, the Drive-Thru and Walk-Up testing sites covered primarily the West and South 

sides of the city which are known racial/ethnic minority communities. The racial/ethnic 

distribution of Chicago is shown in Figure 1.

Table 2 summarizes test positive rates by race/ethnicity. Hispanics had the highest positivity 

rate, 33.5% for the Drive-Thru and 36.0% for the Walk-Up sites.

Whites had the lowest positive rate, 8.9% for Drive-Thru and 9.5% for the Walk-Up sites. 

Interestingly, the “Other” race group including Asians, American Indians, and Pacific 

Islanders, showed 24% for both types of testing sites, which was higher than Black and 

White race groups. In addition, those who did not provide information about their race/

ethnicity or missing also had a higher positivity rate than Black and White groups. Overall, 

the pattern of racial/ethnic differences does not appear to change significantly by type of 

testing site. However, the “Other” racial/ethnic group tended to get tested in Drive-Thru 

testing sites, while the majority of those tested at the Walk-Up sites were Black.
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Concerning the test positivity rate by age group (Table 3), those who were 20 years and 

younger had the highest % positive tests (28.7%) for the Drive-Thru site, while the 30–49 

age group had the highest % positivity (23.0%) for Walk-Up sites. Interestingly, the test 

positivity rate gradually decreased with age. The decreasing trend of positivity rate by age 

was consistent with the overall Chicago trend which showed higher positivity rates for 

younger age groups.28

Table 4 compares the overall Chicago testing results by age and race/ethnicity and UIH 

testing sites. Overall, UIH testing sites showed higher positivity rates for all three age groups 

compared to the city average. In particular, the positivity rate for those who were 29 and 

younger was nearly double for the UIH test participants compared with the rate for the city 

overall. In terms of the test positivity rate by race/ethnicity, UIH test results showed a 

slightly lower % positivity for Black test participants (16%) than the city average (17%), 

while the positivity rate for Hispanics (34%) for UIH testing sites was higher than the rate 

for the city average (32%). A significantly higher positivity rate for the “Other” race group 

was shown in the UIH test sites (24%) compared with the city average (13%).

4. Discussion

The MSHC testing sites were able to test more than 7,500 residents, the majority of whom 

were racial/ethnic minorities living in highly disadvantaged communities in Chicago over a 

six-month period at the height of the pandemic. Testing has been a key measure to control 

the spread of COVID-19 since the beginning of the pandemic,1 while multiple barriers to the 

equitable distribution of and access to testing contribute to racial/ethnic disparities in 

COVID-19 outcomes.26 The city of Chicago made concerted efforts to address the 

disproportionate burden of COVID-19 among minority communities.29, 30 And yet, there 

have been difficulties in implementing mitigation measures and testing for the pandemic, in 

part, due to existing inequality in pubic health infrastructure.31 The MSHC strategies to 

increase testing capacity in predominantly minority communities are innovative in that in 

addition to usual drive-thru testing facilities, we set up walk-up sites to remove barriers for 

those who do not have private vehicles. The walk-up sites were based in our FQHCs in 

highly segregated racial/ethnic minority communities. As a result, 63.5% of those tested at 

the walk-up sites were Black, compared with 43.9% of individuals tested by the city. Black 

residents who had shown the highest death rates for COVID-19. Predominantly Black 

communities located on the West and South sides of Chicago have long been suffering poor 

access to care and, consequently, poor health outcomes.14 This finding indicates that 

targeting most vulnerable communities utilizing exiting primary care clinics, such as 

FQHCs, is an effective way to expand nessasary testing capacity.

Perhaps opening up testing sites in disadvantaged communities in and of itself may not be 

enough to increase testing participation, given the high level of medical mistrust in minority 

communities. Racial/ethnic minorities have a long history of being subjected to bias and 

discrimination in healthcare.32 Medical mistrust among minorities due to historical medical 

abuse has affected how people engage and utilize healthcare, which contributed to poor 

health outcomes among racial/ethnic minority communities.33 MSHC has long been an 

important source of community-based primary care for the city’s underserved areas. 
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MSHC’s COVID-19 testing sites were established strategically in predominantly minority 

communities in order to tackle structural barriers to equitable access to testing. The MSHC 

team considered medical mistrust, immigration status, and perceived risk in testing. And 

based on the existing relationship, MSHC was able to contribute to overcoming barriers to 

COVID-19 testing in most affected communities in Chicago.

We found that the positivity rate was significantly higher for Black and Hispanic 

communities. This finding was consistent with the national-level findings.34 However, the 

level of positivity was substantially higher in Chicago. Furthermore, the positivity rate 

among Blacks from our walk-up and drive-thru sites was 15.5%, which was lower than the 

Chicago average (16.9%). One of the reasons might be that our testing sites were able to 

reach more people including lower-risk individuals in Black communities, rather than 

focusing on high-risk individuals. However, the positivity rate for Hispanic communities was 

higher for our testing sites (34.0%) compared with the city average (31.6%). Additionally, 

the “Other” race group showed a relatively high positivity rate, 23.5%, which was, in fact, 

higher than the rate for Blacks. Despite the high risk of COVID-19 infection, the “Other” 

group was not well examined, in part due to the way scholars and government administrators 

classify race/ethnicity. At the point of this study, we were not able to parse out who were 

included in this category. Often studies compared three major race/ethnic groups, Black, 

Hispanic, and White; but this finding suggests that the race/ethnicity category needs to be 

further refined.

Our finding showed that the positivity rate for those 29 years of age and younger from our 

testing sites (23.8%) was nearly twice as high as the positivity rate for the city average 

(12.0%). This finding may reflect that many minority workers are exposed to the virus 

because they are disproportionately more likely to be low-wage frontline workers.35 While 

these frontline workers were touted as “essential”, the reality is that they are continued to be 

paid low-wage while risking their health and well-being due to the unsafe work 

environment, and the public-facing work type would not allow for work at home 

arrangements.

5. Conclusion

FQHCs have been an important component of the U.S. health systems designed to address 

structural health inequities, and this is particularly true of COVID-19 testing due to the 

health centers’ ability to reach populations at higher risk for COVID-19. During the first 

weeks of the pandemic, there were few COVID-19 testing sites and many communities with 

a high burden of COVID-19 also experienced limited access to testing. Our testing project 

based on the MSHC network highlighted the crucial role of FQHCs in providing care for 

underserved communities.36 MSHC comprehensive response to COVID-19 contributed to 

filling service gaps amid the pandemic. Our results support the current literature that 

demonstrates the disproportionate effects of COVID-19 in Black and Latinx communities 

and indicates the key role of FQHCs in reducing inequality in COVID-19 testing. FQHCs 

across the US, including MSHC, help improve the lives of community members through 

cost-effective preventive care on a sliding scale. Regardless of the patient’s ability to pay for 

the care, MSHC provides primary care services for more than 40,000 disenfranchised 
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Chicagoans every year. The types of care administered at the MSHC clinics range from 

immunization, health education, and screenings, such as COVID-19 testing.

Our findings substantiate the need to advocate for equitable resource allocation to counter 

the disproportionate burden of COVID-19 infection among minority communities. 

Accessible COVID-19 testing sites through FQHCs were shown to be an effective approach 

to reduce structural barriers to testing and subsequently reduce disparities. Going forward, 

community health centers and FQHCs have in eliminating racial inequities related to 

COVID 19 is on increasing access, awareness, and uptake of the COVID 19 vaccines. The 

ability of the MSHC team to utilize evidence-based indicators of need was essential for the 

successful response to testing needs, contributing to curbing the spread of disease. In the 

similar way that FQHCs have played an integral role in ensuring access to testing in some of 

the most under-served racial/ethnic minority communities, FQHCs can be key to COVID-19 

vaccine outreach, messaging, and dissemination.
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Figure 1. 
Location of MSHC testing sites and the racial/ethnic distribution by Chicago Community 

Areas
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Figure 2. 
Number of tests and % positivity by Chicago Community Areas
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